
Bureau of Professional Licensing  
PO Box 30670 ● Lansing, MI 48909  

Telephone: (517) 335-0918         
www.michigan.gov/bpl  

BPLHelp@michigan.gov  

CERTIFICATION OF PHARMACY EDUCATION 
Authority: Public Act 368 of 1978, as amended.  

If this form is not completed, certification will not be issued.  

SECTION I - APPLICANT INFORMATION  
Instructions: Complete Section I. Type or print your name exactly as it appears on your application. Send this form to be completed and 
mailed directly to this office by the dean or authorized person of your school of pharmacy. This certification must be submitted directly to 
the Bureau by the pharmacy school.  
First Name:  Middle Name:  Last Name:  

Street Address:  Apt/Bldg#:  

City:  State:  Zip Code:  

SSN:  Date of Birth:  Email:  

SECTION II - CERTIFICATION TO BE COMPLETED BY THE DEAN OR AUTHORIZED PERSON OF THE 
PHARMACY SCHOOL AND RETURNED DIRECTLY TO THE BUREAU OF PROFESSIONAL LICENSING  

I certify that __________________________________________________________ has met the requirements for the degree of                    
(Applicant’s Full Name)  

_________________________________________________ from ________________________________________________________ 
 (degree)  (School/College of Pharmacy)  

on the ________________________________day of __________________, year of ________________. 
(Month)  

COLLEGE SPONSORED INTERNSHIP EXPERIENCE  
Date Experience Began  Date Experience Completed  Total Clock Hours  

 
__________________________________________        ____________________________________                                        
Signature of Dean or Authorized Person                      Date of Signature  

_________________________________________________  (SEAL)  
Print or Type Name of Dean or Authorized Person and Title  

If school has no seal, please indicate  

NOTE: This form may not be completed and submitted prior to the date on which the applicant's requirements for a pharmacy degree are 
met. If the form is received in this office prior to that date, it will be returned for submission at the appropriate time.  

The Department of Licensing and Regulatory Affairs will not discriminate against any individual or group because of race, sex, religion, age, national origin, 
color, marital status, disability or political beliefs. If you need assistance with reading, writing, hearing, etc., under the Americans with Disabilities Act, you 
may make your needs known to this agency.  
LARA/CERTPHARMED (8/17) 
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